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| 1
E During the complaint investigation numbers . :
1 29380, 30654, 31396, conducted with the !
i recertification survey conducted on May 28, i
through May 30, 2013, no defisiencies were cited I
in relation to the complaints under 42 CFR PAFT
4B2.13, Requirements for Long Term Care.
F 280 | 483.20(d)(3), 483.10(k}2) RIGHT TO F 280 !
$s=D | PARTICIPATE PLANNING CARE-REVISE CP 1) No adverse reactions affecting June 12, 2013
resident #93 were identified.
The resident has the right, unless adjudged Resident #93 is no longer at facility
incompetent or otherwise found to be as of March 22, 2013 Therefore care
incapacitated under the laws of the State, to plan could tiot be updated.
participate in plarming care and treatment or
i changes in care and treatment. 2) Dircctor of Nursing and Minimum
: Data Set Coordinator reviewed
A comprehansive carg plan must be developed current assessments for Section B
within 7 days after the completion of the {vision and corrective lenses) of
comprehensive assessment; prepared by an Minimum Data Set (MDE) at 100%, -
interdisciplinary team, thal includes the attending Review of care plans related to vision
physician, a registered nurse with responsibility and corrective lenses at 100%,
far the resident, and other appropriate staff in Director of Nursing and Minimum
| digciplines as determined by the resident's nee:ls, Data Set Coordinator completed audit
. and, to the extent practicable, the pariicipation 1:f , on 6/6/13.
i the resident, the resident's family or the reside('s
legal representative; and peripdically raviewed
and revised by a team of qualified persons after |
each assessment, H
! This REQUIREMENT is not met as evidenced i_
by:

j the facility failed o revisefindividualize the care
; plan for one resident (#93) of forly residents |
' reviewed. !

Based on medical record réview and interview, |
!
|
1

AE?TOWPROUIDEWSUPPUER REPRESENTATIVE' BIGMATURE TITLE (X6} DATE
M&&Z 6/ /13

' ing wi isk (¢ iency whi institut iding it is determined that
\nf/deficiency statement ending with an asterisk (*) denotes a daficiency which the institution may be excused frorn correcting prov
1ther safeguards provide sufficient pratection to the patients. {See instn;tions.) Except for nursing homes, the findings stated above are disclasable Qgrds;;;s
ollowing the date of survey whether or not 3 plan of correction [s provided. For nursing homes, the above findings and plans of corzction are disclosable !
iays following the date these documents are made available 1o the faci 1v. If deficiencies arg cited, an approved plan of correction is requisite to continue

»rogram participation.
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; The findings included:

| Resident #03 was admitted to the facility on
| August 10, 2012 with diagnoses including
Aftercare far Healing Traumatic Fracture of Hip.
; . Alzheimer's Disease, Anxiety State, Dysphagiz
| Hypertension, Senile Dementia and Esophage:!
Reflux,

Medical record review of the Minimum Data Set
{MO0S) dated October 7, 2012, raveaied the
resident with impaired vision, able to see large
print with corrective lenses.

Further medical record review of the MDS daterl
December 2, 2012 and February 22, 2013,
revealed the resident with impaired vision, able to
" see large print without use of corrective lenses.

Medical record review of the Care Plan dated
August 10, 2012 and updated on December 10,
2012 and March 4, 2013 revealed "...5ees
headlines print and ¢an identify objects with her
glasses..”

Interview on May 30, 2013, at 8:08 a.m,, with tlhe
Assistant Director of Nursing and Employes #° | in
the MDS office, revealed the resident "would lise
: or misplace glasses frequently.” Further intervisw
I revealed the family was awere the resident
I misplaced and lost the glasses frequently and
' would tzke the glasses home.
I
! Interview on May 30, 2013, at 8:40 a.m., with
| Employee #1, in the training reom, conﬂrmed "
| should have updated the care plan when she t!he
i resident) stopped waaring the glasses..."
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1) Inegervice education of the Minimum
Data St Staff by the Director of
Nursing regarding update of care plan
regarding section B visual
impairment after each Minimum Data
Set completed to reflect any update.
Education completed on 6/6/13.
Section B vision and corrsctive lenses
of the Minimum Data Set and Care
plan related to Section B will be
audited weekly X 12 for all new
admissions by the Director of
‘Nursing /Assistant Director of
Nurging/ or Staff Development
Coordinator to ensure accuracy of the
care plan.

4) Section B vision and corrective lenses
of the Minimum Data Set and Care
plan related to Section B will be
audited weekly X 12 to ensure care
plan js accurate for all new
admissions by Director of Nursing or
designes, Director of Nursing will
review audit and report ta :
Performance Improvement [
Committee monthly X 3 te ensure
accutacy of Care plan for compliance
in this area. PT committee is made up
of E.D., DON, ADON, RSM,
Activities Director, Sacial Services
Director, Dietary Manager,
Housekeeping Supervisor, Director of
Maintenance, SDC, HIM, Medical
Director, Pharmacy Consultant,
Psyche Services.
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